Few studies have been conducted examining male athletes and eating disorders, even though the sport environment may increase their risk. Thus, little information exists regarding the relationship of putative risk factors to eating disorders in this group. To address this issue, we examined the relationship of eating disorder classification to the risk factors of body image concerns (including drive for muscularity), negative affect, weight pressures, and disordered eating behaviors. Male college athletes (N = 199) from three different NCAA Division I universities participated. Only two athletes were classified with an eating disorder, though 33 (16.6%) and 164 (82.4%), respectively, were categorized as symptomatic and asymptomatic. Multivariate analyses revealed that eating disorder classification was unrelated to the majority of the risk factors, although the eating disorder group (i.e., clinical and symptomatic) did report greater fear of becoming fat, more weight pressures from TV and from magazines, and higher levels of stress than the asymptomatic athletes.
and genetics being noted, a primary risk factor is the sociocultural environment (Striegel-Moore & Bulik, 2007) . From this perspective, risk is increased through exposure to and internalization of societal messages and ideals about how one should look (e.g., body shape), how one should behave (e.g., diet), and how one's self-worth and value is determined by how closely one approximates society's ideals about beauty and behavior (Striegel-Moore, Silberstein, & Rodin, 1986) . Because of the focus and ubiquitous nature of these messages and ideals being transmitted through the media, sociocultural icons (e.g., Miss America contestants), and family and friends, girls and women are often considered to be at greater risk for the development of disordered eating attitudes and behaviors than are boys and men (Harrison, 1997; Nemeroff, Stein, Diehl, & Smilack, 1994) . In fact, initial prevalence research supported a ten-to-one difference in rates between women and men, respectively (APA, 1994) .
In the last decade, however, the sociocultural environment has changed for boys and men (Baghurst, Hollander, Nardella, & Haff, 2006; Labre, 2005; Leit, Pope, & Gray, 2000; Pope, Olivardia, Gruber, & Borowiecki, 1999) ; cultural expectations about male attractiveness have become more pronounced, emphasizing a lean, muscular body as the ideal. For example, in men's health and fitness magazines, the males portrayed in photographs were characterized by low body fat and high levels of muscularity, and the content of the articles and advertisements emphasized leanness and muscularity (Labre, 2005) . In a related study, Baghurst et al. found that the bodies of superhero action figures, such as Spiderman, Batman, and Superman, had become larger, more muscular, and more defined over a 25-year period of time. Coinciding with these sociocultural changes, men's body dissatisfaction has increased (Garner, 1997) and a more muscular ideal male body has been adopted (Grieve, Newton, Kelley, Miller, & Kerr, 2005) . In addition, body dissatisfaction in men has been found to be related to depression, low self-esteem, muscle dissatisfaction, and eating pathology (Olivardia, Pope, Borowiecki, & Cohane, 2004) .
Although general sociocultural pressures have shifted and seemingly have increased men's risk of developing disordered eating attitudes and behaviors, male athletes represent a subgroup or subculture whose risk may be even greater due to the unique pressures they experience (Petrie & Rogers, 2001; Petrie & Sherman, 1999) . Specifically, factors within the sport environment, such as (a) sport-specific or coach sanctioned weight limits (e.g., wrestling); (b) judging criteria that emphasize muscular, lean, and stereotypically attractive body-builds (e.g., diving); (c) team "weigh-ins" that emphasize size, weight, and muscularity; (d) stereotypes regarding what the body-build of an athlete in a certain sport "should" be; (e) performance demands that encourage a lean, muscular body; and (f) peer pressure to achieve a certain body shape (e.g., muscular, defined) or to adopt pathogenic weight control behaviors may encourage an unhealthy focus on weight and body shape and increase male athletes' risk of developing disordered eating attitudes and behaviors (e.g., Swoap & Murphy, 1995; Thompson & Sherman, 1999) . Research on prevalence rates of male athletes vs. nonathletes supports this contention. For example, Sundgot- Borgen and Torstveit (2004) found that 8% of elite male athletes had some form of an eating disorder (e.g., BN, ED-NOS) vs. only 0.5% of age-matched controls.
In their meta-analysis of eating disorder research with athletes, Hausenblas and Carron (1999) reported positive effect sizes for male athletes in comparison to male nonathletes on three different indices of disordered eating (bulimia, anorexia, and drive for thinness), suggesting that athletes were at a slightly greater risk than nonathletes. These and other studies (e.g., Johnson, Powers, & Dick, 1999) suggest that the sport environment indeed may be a risk factor and that male athletes should be studied in more depth.
Unfortunately, little research has been conducted in this regard with male athletes (e.g., Hausenblas & McNally, 2004; Petrie, 1996; Sanford-Martens et al., 2005) , and the research that has been conducted has generally focused on comparisons between male athletes and nonathletes, male athletes and female athletes, or different subgroups of athletes (e.g., lean vs. nonlean). For example, Stoutjesdyk and Jevne (1993) reported that female athletes were more than twice as likely as male athletes to be at-risk for an eating disorder, whereas Sanford-Martens et al. found that nonathletes were over 1.5 times more likely to be symptomatic for an eating disorder than were athletes, regardless of gender. Hausenblas and McNally, on the other hand, examined disordered eating among a large group of track and field athletes and nonathletes, and found that the type of event in which the athletes competed was unrelated to their eating disorder classification as well as their disordered eating attitudes and behaviors (as measured by the Eating Disorder Inventory-2). Although such studies have provided important information regarding athletic involvement and the specific sports/events in which athletes participate as potential risk factors, Petrie and Greenleaf (2007) have argued that future research needs to move away from comparisons between athletes and nonathletes, which primarily addresses the question of risk status associated with the athletic environment. Because research consistently has shown that athletes are at a slight risk in comparison to nonathletes, they suggested that a more useful course of study would be to identify the psychosocial factors that are associated with disordered eating in athletes, as these may potentially increase risk within this population. Based on their review of the extant risk factor literature, they identified body image concerns (including muscle dysmorphia), general and sport specific weight pressures, internalization of the thin ideal, restrained eating, negative affect, and modeled behaviors from family and friends as potential eating disorder risk factors for male and female athletes. They suggested that because almost all eating disorder risk factor research has been conducted with female nonathlete samples, these variables needed to be tested directly in samples of athletes to determine which of the hypothesized risk factors held and in which gender.
Thus, the primary purpose of the current study was to examine the relationship between potential psychosocial risk factors and levels of disordered eating in a diverse sample of male athletes. Specifically, we were interested in determining if athletes who either had an eating disorder or were symptomatic (i.e., subclinical) were similar to or different from those who were asymptomatic on measures of body image concern, general and sport specific weight pressures, and negative affect. In nonathlete samples, these specific variables have previously been established as risk factors in the development of eating disorders (Stice, 2002) . Based on similar studies done with male and female nonathlete college students (e.g., Cohen & Petrie, 2005; Tylka & Subich, 2002) , we expected the clinical and symptomatic athletes to report more body image concerns, more negative affect, and more weight pressures than those who were asymptomatic. We also expected that athletes' sport type (e.g., weight dependent, aesthetic) would be unrelated to their eating disorder classification (Sandford-Martens et al., 2005) . A secondary purpose of this study was to examine the validity of an eating disorder questionnaire in a sample of male athletes. Although the Questionnaire for Eating Disorder Diagnosis (QEDD; Mintz, O'Halloran, Mulholland, & Schneider, 1997) has established psychometric properties in samples of nonathletes, we are unaware of any study that has attempted to test the validity of its classification system in athlete samples. We expected that the eating disordered and symptomatic groups would score higher on an independent measure of disordered eating than those male athletes who were classified as asymptomatic.
Method Participants
Male collegiate athletes, numbering 199, from three different NCAA Division I institutions located in the Midwest, Southwest, and Mountain regions of the U.S. participated in this study. Mean age was 20.30 years (SD = 1.73) and mean body mass index (BMI) was 24.99 kg/m 2 (SD = 3.75). In terms of racial/ethnic status, 77.7% were Caucasian, 13.6% were African-American, 3.9% were Hispanic/Mexican-American, 0.5% were American-Indian, 1.9% were Asian-American/Pacific Islander, and 2.5% indicated "Other." Regarding year in school, 28.3% were freshmen, 24.9% were sophomores, 24.4% were juniors, 15.1% were seniors, and 7.3% were in their fifth year of school.
The men participated in the following sports: football (n = 30), basketball (n = 22), cheerleading (n = 20), cross-country (n = 6), diving (n = 8), fencing (n = 2), golf (n = 19), gymnastics (n = 15), ice hockey (n = 22), lacrosse (n = 2), swimming (n = 10), tennis (n = 2), track and field (n = 22), volleyball (n = 14), cross-country skiing (n = 4), and alpine skiing (n = 1). Mean number of years involved with their sport at the college level was 1.81 (SD = 1.30), whereas lifetime involvement with their sport was 8.70 years (SD = 5.28). The majority indicated that they currently were attending school on an athletic scholarship (63.3%) and were starters on their teams (56.1%). Over half (60.4%) reported being satisfied with their current weight; of those who were not satisfied, 66.3% said they were underweight. In addition, the majority (62.6%) viewed their body frame as medium in size, whereas the remaining athletes were split between large (19.4%) and small (18.0%).
In terms of their eating disorder histories, none reported being diagnosed or treated previously for anorexia nervosa or bulimia nervosa, yet 4.9% thought they currently might have an eating disorder. In terms of their weight, the majority indicated that it did not fluctuate when they were either in season (82.8%) or out of season (81.6%).
Measures
Demographics and Weight. This questionnaire was developed for the current study to assess age, race/ethnicity, current weight and height, grade level, sport, and years participating in sport. Self-reported current weight and height were used to determine body mass index, which is an acceptable measure of leanness (Keys, Fidanza, Karvonen, Kimura, & Taylor, 1972) . In addition, the athletes were asked to indicate if they were satisfied with their current weight (and, if not, if they believed they were overweight or underweight), their perceived size of their body frame (small, medium, or large), whether they experienced weight fluctuations when in season and when out of season (changes greater than 10% body weight), if they had received an athletic scholarship, whether they were a starter on their team, and if they had a current and/or past diagnosis or treatment of an eating disorder.
Disordered Eating. The 50-item Questionnaire for Eating Disorder Diagnoses (QEDD; Mintz et al., 1997) measures eating disorder symptoms based on DSM-IV criteria; one question was changed (see italics) to reflect the reality that athletes exercise as a requirement for their sport (i.e., indicate the amount of time you spent exercising in addition to your normal sport practice in order to lose weight). Based on their responses, participants were classified as eating disordered (i.e., anorexia, bulimia, subthreshold bulimia, menstruating anorexia, non-bingeing bulimia, and binge-eating disorder), symptomatic (i.e., low-weight anorexia, nonnormal-weight nonbingeing bulimia, subthreshold nonbingeing bulimia, subthreshold binge-eating disorder, binge dieter, behavioral bulimia, subthreshold behavioral bulimia, chronic dieter, other), and asymptomatic (i.e., no eating disturbances). In samples of female undergraduates, Mintz et al. (1997) provided evidence to support the scale's psychometric properties, and it has been used extensively in research to determine eating disorder groupings among male and female undergraduates (e.g., Tylka & Subich, 2002) and male and female college athletes (e.g., Sanford-Martens et al., 2005) .
The 36-item Bulimia Test-Revised (BULIT-R; Thelen et al., 1996) assesses bulimic symptoms based on DSM-IV criteria. Although all items are administered, total scores are based on only 28 items and can range from a score of 28 (no bulimic symptoms) to 140 (highest level of bulimic symptoms). The BULIT-R is internally consistent (Thelen et al., 1996) and has been found to be stable over time (Brelsford, Hummel, & Barrios, 1992 ). Cronbach's alpha from the current sample was .87. In addition, the BULIT-R has demonstrated acceptable levels of convergent and criterion-related validity (Thelen et al., 1996) . Weight Pressures. Developed specifically for this study, the Weight Pressures Scale assesses the extent to which participants experience pressure from different sources to achieve/maintain a certain body size and/or weight. These sources include coaches, family, friends, boyfriend/girlfriend, sport judges, TV shows/movies, fashion/style magazines, and teammates. For each source, participants rate the amount of pressure they have experienced on a 7-point Likert scale, ranging from 1 (none at all) to 7 (extreme). Each item is used as a separate measure to represent a potentially unique source of pressure.
Mood.
A 5-item mood scale assesses participants' levels of depression/sadness, shame, guilt, anxiety, and stress (Stice & Shaw, 1994) . Although one item represents each affective state, and individuals rate their current feelings from 1 (very slightly or not at all) to 5 (extremely), because of a high intercorrelation, the shame and guilt items were combined to form a composite shame/guilt measure. Stice and Shaw (1994) reported that the Depression, Shame, Guilt, and Stress items were significantly correlated with the Beck Depression Inventory (BDI), which provides evidence for the items' construct validity.
Body Attitudes. The 12-item Body Parts Satisfaction Scale-Revised (BPSS-R; Petrie, Tripp, & Harvey, 2002) measures individuals' satisfaction with their bodies (7 items) and face (4 items); one item provides a measure of "overall" body satisfaction. For each item, participants rate their level of satisfaction from 1 (extremely dissatisfied) to 6 (extremely satisfied). For each factor and the single-item overall body factor, scores can range from 1 to 6, with higher scores representing greater satisfaction. Cronbach alphas for the current sample were .92 (body) and .78 (face), which is consistent with past research (Petrie et al., 2002) . Concerning validity, Petrie et al. found that the body and face factors had moderate to high correlations with the Multidimensional Body-Self Relations Questionnaire-Appearance Evaluation Subscale, the Body Shape Questionnaire, and the Revised Restraint Scale.
The 7-item Appearance Evaluation Subscale from the Multidimensional Body-Self Relations Questionnaire (MBSRQ-AE; Cash, 1994 ) assesses overall satisfaction with one's appearance. Participants rate each item on a 5-point Likert scale, ranging from 1 (definitely disagree) to 5 (definitely agree). Total scores are the mean for the subscale; higher scores indicate more satisfaction. The scale has adequate internal consistency (.85) and test-retest (.90) reliabilities (Cash, 1994 ); Cronbach's alpha from the current study was .87. As expected, the AE subscale correlates negatively and significantly with bulimic symptoms, depression, internalization, concern with body size, and positively and significantly with self-esteem (Petrie, Rogers, Johnson, & Diehl, 1996) .
In addition, two items from the Questionnaire for Eating Disorder Diagnoses (QEDD) were used to represent body image concerns. The two items, "Does your weight and/or body shape influence how you feel about yourself?" and "How afraid are you of becoming fat?" were answered using 5-point Likert scales, ranging from 1 (not at all) to 5 (extremely or completely). These items were used as two independent indicators of body image concerns.
Muscle Dysmorphia. The 15-item Drive for Muscularity Scale (DMS; McCreary & Sasse, 2000) measures attitudes and behaviors associated with the extent to which one desires a more muscular body/physique. Participants rate each item using a 6-point Likert scale ranging from 1 (never) to 6 (always). Total scores are an average of all the items; higher scores represent greater drive for muscularity. McCreary, Saucier, and Courtenay (2005) reported good internal consistency for men (.91); Cronbach's alpha for the current sample was .90. McCreary and Sasse (2000) provide extensive support for the scale's validity.
Procedure
After receiving approval from each university's Institutional Review Board for Human Subjects Research, permission was obtained from each athletic department to conduct the study with their athletes. With the coaches absent, data were collected throughout the academic year during meeting times that were convenient for the teams. With this approach, there was no pattern as to when these meetings occurred in relation to teams from a particular sport being in or out of season. The athletes were told they were participating in an NCAA sponsored research project examining the physical and psychological health of male collegiate athletes. They signed consent forms and then voluntarily and anonymously completed the questionnaire packets that contained the demographic questionnaire, QEDD, BULIT-R, MBSRQ-AE, DMS, BPSS-R, Weight Pressures Scale, and Mood Scale. Questionnaires were counterbalanced to control order effects. All the athletes completed all the questionnaires with the exception of the BULIT-R, which was excluded from the study at one institution because of time constraints.
Design and Statistical Analysis
Initially, athletes were classified as eating disordered, symptomatic, or asymptomatic based on their QEDD responses (Mintz et al., 1997) . Next, Pearson product-moment correlations among all the dependent measures in the study were calculated as well as their means and standard deviations for each QEDD group.
To compare the groups, separate General Linear Models multivariate analyses of variance (MANOVAs) were conducted on the following sets of variables: weight pressures (i.e., eight individual items from the Weight Pressures Scale), mood (i.e., Sadness/Depression, Anxiety, Guilt/Shame, Stress), and body image concerns (i.e., BPSS-R body, face, and one-item overall body, MBSRQ-AE, two items from QEDD). A General Linear Models univariate analyses of variance (ANOVA) was used to examine disordered eating (i.e., BULIT-R) and drive for muscularity (i.e., DMS). If MANOVAs were significant, ANOVAs were conducted. For each level of analysis, effect sizes (i.e., partial h 2 , Cohen's d) were computed. Given the large number of comparisons, p was set at .01 for all analyses to control the family-wise error rate. Because some of the 199 athletes did not complete entire questionnaires (e.g., weight pressures), the ns associated with each analysis vary slightly.
Results
Based on their QEDD responses, 164 (82.4%) athletes were categorized as asymptomatic, 33 (16.6%) as symptomatic, and 2 (1.0%) as eating-disordered (one was classified with subthreshold bulimia, and one with non-bingeing bulimia). Because there were only two athletes classified as eating disordered, these individuals were combined into the symptomatic group (Hausenblas & McNally, 2004) . Correlations, means, and standard deviations of the primary dependent variables are presented by group in Table 1 .
Eating disorder group status (symptomatic vs. asymptomatic) was unrelated to race/ethnicity (minority vs. non-minority), χ 2 (1, N = 197) = 0.28, p = .59, year in school, χ 2 (4, N = 198) = 1.92, p = .75 and age, F(1, 195) = 0.96, p = .96. To examine the relationship of sport team to eating disorder status, the teams were classified into one of six groups (Hausenblas & Carron, 2002) : Endurance (crosscountry, track, swimming, cross-country skiing; n = 42); Aesthetic (cheerleading, diving, gymnastics; n = 43); Weight Dependent (no teams); Ball game (basketball, volleyball, hockey, lacrosse; n = 60); Power Sports (football, downhill skiing; n = 31); Technical (fencing, golf, tennis; n = 23). There was no significant relationship between sport team classification and eating disorder status, χ 2 (4, N = 199) = 6.46, p = .17. These results suggest that the two eating disorder groups were similar to one another on basic demographic variables and thus there was no bias in terms of disproportionate numbers of certain types of athletes (e.g., sophomores, nonminorities) being in one eating disorder group. 
Symptomatic vs. Asymptomatic
The MANOVAs for the weight pressures items, Wilk's Lambda = .95, F(8, 182) = 1.19, p = .30, partial h 2 = .05, and negative mood, Wilk's Lambda = .97, F(4, 194) = 1.56, p = .19, partial h 2 = .03, were not significant. Because the observed power was low for each analysis (< .60), it is useful to consider the effect sizes for each comparison. With respect to the eight weight pressure items, two (TV/Movies and magazines/fashion) had moderate effect sizes. For the mood state variables, the effect size of the "stressed" measure was moderate as well. These findings suggest that (a) athletes' experienced little pressure regarding their weight and body size and had generally positive mood states, and (b) with the exception of two specific media-related sources and feelings of stress, eating disorder classification generally was unrelated to either the pressures they experienced from external sources regarding their weight or to their current mood state. See Tables 2 and 3 for means, standard deviations, and effect sizes.
The MANOVA for the body image measures, however, was significant: Wilk's Lambda = .90, F(6, 186) = 3.42, p < .005, partial h 2 = .10. Follow-up ANOVAs revealed no significant differences on overall satisfaction with one's appearance, F(1, 191) = 0.77, p = .38, partial h 2 = .0004; satisfaction with one's overall body, Note. Each weight pressure item ranges from 1 (not at all) to 7 (extreme). Table 4 for means, standard deviations, and effect sizes of the body image measures.
The symptomatic and asymptomatic groups did not differ significantly from one another in terms of their reported desire to be more muscular, F(1, 197) = 0.29, p = .59, partial h 2 = .001, though they did differ on their BULIT-R scores, F(1, 77) = 15.73, p < .0001, partial h 2 = .17. Specifically, the symptomatic group (Cohen's d = .94) reported more bulimic symptoms than did the asymptomatic athletes. See Tables 5 and 6 , respectively, for means, standard deviations, and effect sizes. Note. Scores for satisfaction with body parts, face and overall body range from 1 (extremely dissatisfied) to 6 (extremely satisfied) and are taken from the Body Parts Satisfaction Scale. The score for satisfaction with overall appearance ranges from 1 (low) to 5 (high) and represents the appearance evaluation subscale of the MBSRQ. The scores for weight influencing how you feel about yourself and are you afraid of becoming fat range from 1 (not at all) to 5 (extremely). ** p < .0001 Note. Scores range from 1 (low drive for muscularity) to 6 (high drive for muscularity).
Discussion
Although eating disorders have been widely studied in nonathlete populations, research among athletes, particularly male athletes, has been limited, particularly with respect to examining potential psychosocial risk factors (Petrie & Greenleaf, 2007) . Thus, in this study, we examined the relationship between eating disorder classification and three putative risk factors-body image concerns, negative affect, weight pressures-to determine if these theoretically and empirically identified variables held for male athletes. In addition, we assessed the prevalence of eating disorders in a diverse sample of male college athletes and validated an existing measure of eating disorders within the sport environment.
In the current study, 1% and 16.6% of the male athletes were classified as eating disordered and symptomatic, respectively, though the two in the eating disorder group were classified with ED-NOS disorders as opposed to BN or AN. These prevalence rates, though lower than rates of clinical disorders that have been reported among elite level male athletes (Sundgot-Borgen & Torstveit, 2004) , are comparable to research that has used the QEDD to classify eating disorders among male and female collegiate athletes (Hausenblas & McNally, 2004; Sanford-Martens et al., 2005) . For example, Sanford-Martens et al. reported prevalence rates of 1.8% and 21.2% in their sample of male collegiate athletes for the clinical and symptomatic classifications, respectively. In addition, consistent with past research (Hausenblas & McNally; Sanford-Martens et al.) , the type of sport/event in which the athletes competed was unrelated to their eating disorder classification. These findings suggest that male collegiate athletes do experience eating disorders, though the rates of clinical disorders are quite low. Like female athletes and nonathletes in general (Cohen & Petrie, 2005; Petrie & Stoever, 1993; Tylka & Subich, 2002) , male athletes are more likely to be symptomatic than to have a diagnosable eating disorder, but are most likely to be asymptomatic or nonclinical. These results also indicate that eating disorders, whether clinical or symptomatic, do not vary significantly by sport type, suggesting that within group analyses of large, diverse groups of athletes (male or female) may be viable and informative, and researchers will not necessarily have to divide their samples into subgroups of athletes as has been previously suggested (Hausenblas & Carron, 2002) .
Even though the general sociocultural environment has become more focused on men's bodies, emphasizing a lean, muscular physique (e.g., Baghurst et al., 2006; Labre, 2005; Leit et al., 2000) , overall the athletes in this study reported experiencing very little pressure about their weight or body shape from common relational and societal sources (the mean scores for the items generally were below a three on a 7-point scale). These pressures were correlated significantly with one another, suggesting that pressures come from multiple sources at once (such as from coaches and teammates), yet they generally were unrelated to eating disorder classification, with two exceptions. The moderate effect sizes indicated that the athletes in the symptomatic group did report more pressures from TV/movies and from magazines than those who were asymptomatic. These results are inconsistent with what has been found among female athletes. For example, Reel and Gill (1996) reported that a majority of the cheerleaders (84%) in their sample thought that there were pressures within their sport to lose weight or maintain a below average weight and that the sources of these pressures included family, friends, coaches, and teammates. In addition, Petrie (1993) reported greater internalization of societal pressures among those female gymnasts who were classified with BN in comparison to those who were asymptomatic. Although pressures may exist for male athletes, they are likely small and not directly related to increases in eating disorders. Future research, however, may want to examine if they contribute to disordered eating indirectly through internalization of societal ideals or increases in body dissatisfaction and drive for muscularity (Petrie & Greenleaf, 2007) . Similar to weight pressures, the athletes reported experiencing few negative mood states (mean scores on the mood items were less than a three on a 5-point scale), which is not surprising given that athletes often are viewed as psychologically healthy, having accrued the benefits associated with regular exercise (Fox, 1999; Pate, Trost, Levin, & Dowda, 2000; Pyle, McQuivey, Brassington, & Steiner, 2003) . Eating disorder classification generally was unrelated to their mood, though a moderate effect size suggested that the symptomatic group was experiencing more stress than those who were asymptomatic. These findings are in contrast to research with nonathletes, particularly females, that has shown negative mood to be consistently related to level of disordered eating (Cohen & Petrie, 2005) and a confirmed risk factor in the development of eating disorders (Stice, 2002) . It is important to note that negative mood was represented by single-item measures, which is a limitation of the current study. This may have affected the relationship with disordered eating and caused it to go undetected. It also may be that, for male athletes, negative mood is not a primary risk factor in the development of disordered eating. Instead, it may result from the eating disorder (e.g., Stice & Bearman, 2001 ), or may be so attenuated through the physical activity associated with college level sport as to be neutralized or even a protective factor (i.e., positive mood). In future studies, researchers should use measures of specific mood states (e.g., depression, anxiety) that are based on multiple items (e.g., PANAS-X), include measures of positive mood state (e.g., optimism, happiness, confidence), and incorporate designs (e.g., longitudinal) that allow these questions to be addressed directly.
Regarding body image, overall the athletes were moderately satisfied with the size and shape of their bodies, were neutral in their drive to achieve or work toward a muscular physique, and were minimally afraid of becoming fat. The symptomatic group, however, reported more fears associated with becoming fat and indicated that their esteem was more influenced by their weight than did the asymptomatic group. In addition, the symptomatic athletes reported more fluctuations in their weight (greater than 10%) when they were out of season than the asymptomatics. Although women, athlete or nonathlete, generally experience more body dissatisfaction than men (Fulkerson, Keel, Leon, & Dorr, 1999; Garner, 1997; Petrie, 1996) , these findings indicate that male athletes, particularly those who are symptomatic, do have some concerns about their weight and have difficulty maintaining their weight when not exercising regularly in relation to their sports. Because body image concerns are a primary predictor of disordered eating (Olivardia et al., 2004; Stice, 2002; Stice & Bearman, 2001; Tylka & Subich, 2004) , it will be important to examine these concerns more extensively in male athletes. For example, because male athletes generally are satisfied with their bodies, researchers may want to test specific psychological variables (e.g., neuroticism, perfectionism, physical self-concept) to determine if they moderate the relationship with disordered eating, either increasing or decreasing athletes' risk. It also may be, as suggested by Petrie and Greenleaf (2007) , that the influence of body image on disordered eating is mediated through dietary restraint and negative affect. If so, then another line of research would be to use structural equation modeling in sufficiently large samples to test for this possibility. Finally, it may be that body image, as well as other putative risk factors, vary over the course of an athletic season, becoming worse when athletes are out of season and thus not in their normal pattern of physical activity and dietary consumption (e.g., Nitzke, Voichick, & Olson, 1992) . Thus, researchers may want to compare athletes when they are in and out of season to see how these variables might fluctuate over time or be differentially influential in predicting disordered eating.
As expected, the symptomatic athletes scored higher on the measure of bulimic symptoms (i.e., BULIT-R) than did the asymptomatic athletes. Although the QEDD has established psychometric properties (Mintz et al., 1997) and has been used with male and female athlete samples (e.g., Hausenblas & McNally, 2004; Sanford-Martens et al., 2005) , no study has tested directly the validity of the QEDD classification system among athletes. These findings provide initial support for the validity of the QEDD as a classification tool with male collegiate athletes. Given the extensive validation testing that has been done with the QEDD since its development, its utility as a classification system among subgroups of men and women is likely. However, it is important that more research be done with athlete samples to further establish the scale's validity because it represents one of the best screening tools available for identifying and classifying athletes (Petrie & Greenleaf, 2007) . As was done in the current study, researchers may want to modify the question on exercising to reflect what athletes do in addition to their normal practices.
The current study had limitations that warrant discussion. First, all data are based on athlete self-report and thus are subject to mono-method bias as well as underreporting that might occur when assessing sensitive areas, such as eating disorders (Beglin & Fairburn, 1992) . However, the athletes answered the questionnaires anonymously in an environment that was free from distraction and influences of coaches. Second, only two of the male athletes were classified as having an eating disorder and both had an ED-NOS as opposed to AN or BN. These athletes were combined with those who were symptomatic, which was consistent with past research (Hausenblas & McNally, 2004) , but as a result, we could not directly test for the relationship of the psychosocial variables to the eating disorder group. Instead, we could only examine their relationship to the symptomatic and asymptomatic groups. In future studies, researchers should attempt to obtain even larger groups of athletes to ensure a sufficient number who would be categorized as clinical.
The results of this study have implications for clinical psychologists, counselors, sport psychologists, and other sports medicine professionals who work with male athletes. First, although eating disorders have historically been viewed as a "female" disorder, these results indicate that male athletes do experience disturbances in their eating behaviors and attitudes, particularly at the subclinical level. Thus, professionals need to be aware of this prevalence and understand that male athletes are not immune to these disorders. In addition, because male athletes are not likely to present with diagnosable eating disorders, professionals should be attuned to looking for subclinical level presentations of symptoms among the athletes with whom they work. Second, although male athletes generally have few negative emotions and are satisfied with their bodies, those who are symptomatic have fears about gaining weight and, behaviorally, may alter their eating patterns when they are out of season. Research has shown that some male athletes, such as wrestlers, do weight cycle between in and out of season (Nitzke et al., 1992) . Although many athletes may not experience any ill effects from such cycling, others may develop patterns of bingeing and purging that can serve as the precursor to BN. Thus, professionals may want to work proactively with male athletic teams, educating them about healthy, nutritional eating and maintaining regular exercise during the off-season. Such approaches may assist male collegiate athletes during the shift from the structured regimen that occurs when in-season and the potentially more relaxed, self-initiated approach that is taken during the off-season.
This study examined the relationship between eating disorder classification and putative psychosocial risk factors. Unlike what has been found consistently among female nonathletes (Stice, 2002) , the psychosocial factors generally were unrelated to level of eating pathology. Overall, the male athletes were healthy in terms of their eating behaviors, had few negative mood concerns, were moderately satisfied with their bodies, and experienced few pressures from personal and societal sources to change their weight or body size/shape. Even so, the symptomatic group did report some disturbances that may increase their risk of developing an eating disorder. Clearly, more research is needed with male athletes because so little has been done and few comparisons exist. By moving beyond athlete vs. nonathlete and sport-type group comparisons, and instead focusing on testing risk factors within large, diverse groups of male and female athletes, advances in our understanding of eating disorders among athletes can be made.
